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PROFOUND HYPOTHERMIA USING EXTRACORPOREAL CIRCULATION 
WITHOUT AN ARTIFICIAL OXYGENATOR 
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Department of Surgery, 


Since the time of Aristotle in the fourth century B.C. 
man has realized the importance of body temperature and 
has observed the response of animals to the changes in 
temperature of their environment.' Many observers were 
intrigued by the phenomenon of hibernation, where certain 
warm-blooded animals are able to reduce their body 
temperatures during winter and withdraw into a state of 
sleep” In this condition all vital physiological processes 
are at a Minimum and the animals can thus survive the 
privations of winter. Experimental work which followed 
showed that artificia! hibernation could be induced in 
non-hibernating animals by body cooling, with little ill 
effect if the natural reactions of the body to cold are 
prevented by drugs.’ 

The potential value of this method of reducing body 
metabolism was recognized by pioneers in cardiac surgery 
(Bigelow,*° Boerema,* Gollan,’ and others It was shown 
that at temperatures of 29 - 30°C. the circulation through 
the heart could be interrupted for 8-10 minutes 
without damaging oxygen-sensitive organs such as the 
brain and kidneys. Lewis and Taufic'’ were the first to 
take advantage of these experimental observations, and 
in 1952 they performed the first successful operation on 
the heart under direct vision utilizing hypothermia and 
venous inflow stasis. Variants of this procedure, mainly 
using body-surface cooling, have been successfully 
employed in many hundreds of cardiac operations at 
temperatures that are not hazardous to the patient. 

Hypothermia allowed the maximum period of 8-10 
minutes inside the heart, and the more complex cardiac 
defects remained beyond the reach of the surgeon. Mean- 
while, a number of investigators had been working on the 
development of a mechanical substitute for the heart and 
lungs to allow more time for the surgeon to correct defects 
such as ventricular septal defects and tetralogy of Fallot 
malformations. This eventually led to the development of 
the heart-lung machine, which makes it possible to bypass 
the heart and lungs for some hours.'' Investigators were 
quick to combine the two methods, viz. the heart-lung 
machine and hypothermia, both for moderate’®~ and 
later for profound degrees of hypothermia.**” 

Oxygenation of venous blood outside the body has 
dangers and difficulties, and the possibility of autogenous 
oxygenation (the use of the patient’s own lungs for 
oxygenation), which dispenses with the artificial oxy- 
genator, was studied by workers such as Wesolowski and 
Welch,* Cohen and Lillehei,“** Mustard,* and Cooley 
et al.” These studies were carried out at normal tem- 
peratures and were not received with much enthusiasm. 

In 1959 two separate groups of workers, Shields and 
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Fig. 1. The bypass apparatus. 

Lewis* and Drew et al.,” published their experimental 
results of combining profound hypothermia via an extra- 
corporeal circulation with autogenous oxygenation. This 
technique appeared to offer a number of distinct advan- 
tages, and Shields and Lewis state® that it is close to their 
ideal of obtaining a short period of cooling, a long blood- 
less period, rapid rewarming, an uncomplicated mechanical 
system, a low priming blood volume, and no oxygenator. 
To this may be added the advantage, where the more 
complicated cardiac defects are concerned, of the almost 
postmortem conditions for diagnosis, planning, and 
execution of cardiac-repair procedures. 

We set out to investigate experimentally the possibilities 
of a procedure of this nature, along the lines described 
by Drew er al.,° with a view to its use in cardiac and 
aortic surgery. 

METHOD AND APPARATUS 
1. Circuit (Figs. 1 and 2) 

(a) Right bypass. The venous blood is drained from 
the right auricle into a plastic well, by gravity. From 
here it is pumped by one head of a sigmamotor pump 
back to the patient’s own lungs via his main pulmonary 
artery. 

(b) Left bypass. The oxygenated blood returning from 
the lungs is drained from the left atrium into a second 
well and pumped by the second head of the sigmamotor 
pump through a heat exchanger back into the arterial 
system, through a catheter inserted into the right common 
femoral artery. 

The left and right ventricles are thus bypassed, and the 
body can be perfused with oxygenated blood and cooled 
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Fig. 2. Diagram of the bypass circuit. 


or warmed after the ventricles faii as a result of the 
hypothermia. 
2. Apparatus and Preliminary Preparations 

The equipment, such as the sigmamotor pump, plastic 
tubing, metal connectors, catheters, etc., and preliminary 
preparation of these, are similar to those described for 
the bubble oxygenator system.‘ 

The Bennington heat-exchange unit* is now employed 
(Fig. 3). This heat exchanger works on the principle that 
the blood entering it is spread in a thin film over the 
highly polished inner component, and so comes into 
contact with the similarly polished inner wall of the jacket 
carrying the heat-exchange fluid. Water from a tank 
containing melting ice is at present used for cooling, and 
water between 40 and 45°C. for rewarming. The water 


* Kindly lent by Messrs. Westdene Products (Pty.) Ltd., 
from whom it is commercially available. 


Fig. 3. The Bennington heat-exchange unit. 
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is pumped through the jacket at a rate of 12 gallons per 
minute. This heat exchanger has the advantage of having 
a low priming volume; it is efficient and we have used 
it with great success both in experimental and clinica| 
work.“ Various temperatures were recorded during the 
experiments using the Electric Universal thermometer,** 
Type TE3, with leads Types R-7, K-8 and OSG-1. 


3. Operative Procedure 

On the morning of surgery the apparatus is assembled,” 
first primed with warm saline to dispel the air, and then 
with freshly-drawn heparinized donor-blood.* In priming 
the 2 circuits, a connection between the 2 wells is used, 
but this is clamped off during the actual bypass (Fig. 2). 

Adult mongrel dogs (in our cases weighing between 1] 
and 19 kg. each) are used for the experimental work. 
For induction of anaesthesia thiopentone sodium is used 
and, after intubation, anaesthesia is maintained with 
nitrous oxide and oxygen. 

During the experiment the venous and arterial pressures 
are recorded by means of cannulae placed in the left 
femoral vein and artery and connected to a 2-channel 
Sanborn apparatus. The electrocardiogram is also recorded. 

A thoracotomy through the fourth left interspace is 
performed, paying particular attention to haemostasis. The 
heart is exposed by widely opening the pericardium (Fig. 
4A). The right common femoral artery is next exposed and 
encircled with a cotton tape. The dog is heparinized, using 
1-5 mg. of heparin per kg. of bodyweight, and the largest 
possible metal catheter is inserted in a retrograde fashion 
for about 2 inches and secured in position. This catheter 
is connected to the left circuit in such a way as not to 
introduce any air into the line. A no. 32 Bardic catheter 
is inserted through the left auricular appendage into the 
cavity of the left atrium and secured in position. A purse- 
string suture of 0 silk is placed around the base of the 
auricular appendage. This catheter is connected by means 
of a piece of Mayon tubing to the well in the left circuit, 
flow in the circuit being prevented by clamping the line. 
The right atrium is cannulated in a similar manner through 
the right auricular appendage, and connected to the well 
in the right circuit (Fig. 4B). The clamp on the left circuit 
is now removed and left partial bypass commenced with 
cooling. Due to cooling of the myocardium, the heart soon 
slows. Before it fails the right circuit is completed by 
cannulating the pulmonary artery with a no. 22 Bardic 
catheter through a purse-string suture in the infundibulum 
of the right ventricle, and securing it in position (Fig. 4C). 
This catheter is connected to the right circuit and right 
bypass commenced, the pulmonary valves preventing blood 
leaking back into the right ventricle. 


The lungs are continuously ventilated, and bilateral by- 
pass with cooling is continued until the oesophageal tem- 
perature is in the vicinity of 9-15°C. Both sigmamotor 
pumps are then stopped, so that there is no circulation 
through the animal, and ventilation of the lungs is also 
suspended. The catheters can be removed at this stage, if 
desired, to facilitate operative procedures (Fig. 4D). 

In order to evaluate the dangers of complete circulatory 
arrest at low temperatures, the animals are left in this 
Elektrolaboratoriet, 
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state for periods varying from 2 to 60 minutes before their 
circulations are recommenced by warming. 

To rewarm the dog the pumps are switched on again 
and ventilation of the lungs restarted. Warm water is now 
pumped through the jacket of the heat exchanger. When 
the mid-oesophageal temperature reaches 35°C., sodium 
bicarbonate is added to the system to counteract any 
metabolic acidosis, and the heart is defibrillated with 
electric shocks. When the heart beat seems satisfactory, 
the right bypass is discontinued, the catheters are removed 
from the right atrium and pulmonary artery, and the 
previously placed purse-string sutures are tied. The left 
bypass is next discontinued and the catheter in the left 
atrium is similarly removed. Protamine sulphate is 
administered and any blood deficit is replaced by way of 
the arterial catheter using the systemic blood-pressure and 
operative blood-loss measurements as monitors. The 
arterial catheter in the right femoral artery and the 
cannula in the left femoral artery are removed, and the 
arteriotomies are repaired with 6-0 silk. The venous 
cannula is left in the vein for the administration of blood 
and intravenous fluids in the postoperative period. After 
careful haemostasis a drain is placed in the left chest and 
attached to a suction apparatus, and finally the thorac- 
otomy is closed in layers. 
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The dog is returned to a warmed recovery cage and 
initial blood loss is replaced as required. The chest drain 
is removed the same evening or the following morning. 
A small amount of sodium bicarbonate is added to the 
intravenous drip for the night and in some dogs anti- 
biotics are given for a few days after surgery. Post- 
operative plasma-haemoglobin studies are performed as a 
routine and are measured by the method described by 
Crosby.* 


RESULTS 


The results of the first 13 consecutive experiments per- 
formed in our laboratory, making use of autogenous 
oxygenation and the Bennington heat exchanger, are 
summarized in Table I. They confirm the conclusions of 
other workers in this field: that this technique is safe 
and may have certain advantages over total cardio- 
pulmonary bypass with an artificial oxygenator.” 

Both cooling and rewarming were rapid. The myo- 
cardium and brain invariably cooled more quickly than 
the skeletal muscles and there was a close correlation 
between the temperatures of the former and those of the 
low mid-oesophagus, but not with the rectal temperature 
(Fig. 5). Close correlation was also shown between brain 
temperature, that recorded in the low mid-oesophagus, and 


Fig. 4. The heart shown at various stages: (A) the exposed heart — note that both auricular appendages are visible. 
(B) The atrial catheters fixed in position, (C) All catheters, including pulmonary artery, inserted and secured. (D) 
Catheters removed to facilitate operative procedure. 
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TABLE I, RESULTS OF THE FIRST 13 CONSECUTIVE EXPERIMENTS 
Flow Period Plasma Behaviour of 
Dog rate of no Lowest Hb. cold heart in 
No. Weight in Method circulation temp. °C mg. per Antibiotics period of no Survived 24 hours 
c.c. min. in mins. 100 ml. circ. 
1 14 kg. 980 A 2 11-4-V 37 = Arrest Yes 
2 19 kg. 1,330 A 4 14:2-O 30 — Slow sinus Yes 
11-8-V rhythm 
3 15 kg. 1,050 A 4 =. 7 372 — Arrest Died 33 hours due to haem, 
4 18kg. 1,260 A 4 12-6-O 57 Chloromycetin Slow fibrillation Yes 
13-2-V after | day 
5 15 kg. 1,050 A 5 11-3-O 32 Chloromycetin Arrest Died 24 hours, spastic 
12:9-V 
6 14 kg. 980 B 53 9-4-O 61 Chloromycetin Arrest Yes 
9-4-V 
7 16kg. 1,120 B 6 15-0-O Chloromycetin Arrest Yes 
10-4-V 
8 14kg. 980 B 22 12:-6-O Chloromycetin Arrest Yes 
13-0-V 
9 14kg. 980 Cc 30 10-8-O 42 Penicillin and Arrest Yes 
streptomycin 
10 «17 kg. 1,190 © 49 13-4-O 74 Penicillin and Slow beat then Yes 
streptomycin fibrillating 
11 kg. 770 60 9-6-O 44 Penicillin and Arrest Yes 
streptomycin 
12 16 kg. 1,120 D 35 9-7-O 121 — Arrest Sacrificed postop. 
9-7 -Br 
13 15 kg. 1,050 E 34 8-9-O 98 -- Arrest Died 12 hours due to haem, 
A-E Minor variations in technique which are beyond the scope of this article. 
Vv Lowest ventricular temperature in “C. 
oO Lowest oesophageal temperature in °C. 
Br Lowest brain temperature in ~C. 


blood temperature (Fig. 6). During the period of complete 
circulatory arrest, the rectal and muscle temperatures 
often continue to drop (e.g. the after drop of surface 
cooling) while the heart and oesophageal temperatures 
rise, equilibration taking place to some extent. (Note that 
in experiment no. 12, Fig. 6, this did not occur.) 

During cooling there was an initial slowing of the 
heart rate, but ventricular fibrillation usually ensued as 
the oesophageal temperature passed the twenties. At the 
lower temperatures fibrillation was sluggish but continued 
until circulation was stopped when, as a rule, myocardial 
activity ceased. 

On rewarming, events occurred in the reverse order. 
Soon after commencement of rewarming, myocardial 
activity returned in the form of slow fibrillation, which 
became more vigorous as the myocardial temperature 
rose. In our clinical cases and other experimental work 
using the bubble oxygenator, spontaneous rhythm often 
started at about 36°C.; in this experimental work, on the 
other hand, electrical defibrillation was always required, 
but only 1 or 2 shocks were necessary. 

Postoperative plasma-haemoglobin tests indicated that 
trauma to blood is slight, provided there is no undue 
resistance in the arterial line or excessive heating of the 
blood in the heat exchanger,“ as in our experiments 
nos. 3 and 12. 

From Table I it can be seen that in the 12 survival 
experiments 9 dogs were alive and well 24 hours after 
completion of the bypass procedure. Two of the remaining 
3 died of postoperative haemorrhage, but this cannot be 
attributed to the bypass technique used (dogs 3 and 13). 
The third death may have been due to faulty technique 
during bypass, such as air embolism. It is of great interest 


to note that dog no. 11 had complete circulatory arrest 
for 60 minutes and is doing well months after the experi- 
ment. Of the survivors, dogs nos. 1, 2 and 4 died during 
the first week. They were found to have marked sepsis. 
Once antibiotic therapy had been instituted. and was 
commenced as soon as the operation was completed 
deaths from infection were avoided. The reason for 
infection was probably due to the fact that asepsis and 
antisepsis are not practised as rigidly in the laboratory 
as they are in our patients, in whom infection is very rare. 


DISCUSSION 


Blood-stream cooling induced by any method. when asso- 
ciated with an efficient heat exchanger, has a number of 
advantages over either hypothermia or bypass alone.**!” 
78.39.5468 With this technique, cooling and rewarming is 
rapid and control over temperature is possible. The dangers 
of cardiac arrythmias during cooling, the great fear of 
earlier days, do not exist, since the body can be adequately 
perfused after effective heart beat has stopped.” The vast 
literature which is accumulating on this subject at present 
contains discussions of other advantages, both practical and 

Autogenous oxygenation dispenses with the use of an 
artificial oxygenator and its drawbacks and allows a less 
complicated and less expensive bypass to be used, with a 
much smaller priming blood volume. 

Hypothermia with extracorporeal circulation and some 
form of oxygenation, whether it be autogenous or artificial, 
allows for much lower levels of cooling. There is doubt, 
however, whether anything is gained by continuing cooling 
below 15°C. Bigelow,” in his early work, showed that there 
is a Steady decrease in oxygen consumption as the body 
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cools down to approximately 20°C. It was wrongly con- 
cluded that this drop would continue at the same rate as 
the temperature is lowered further. Sealy et al.* have 
shown that between 20 and 10°C. there is little drop in 
oxygen consumption. It would thus appear that cooling 
to temperatures between 15 and 20°C. is adequate”, since 
oxygen consumption and, by inference, tissue metabolism, 
is sufficiently reduced at these temperatures (about 75%, 
of normal). Other factors may, however, come to light 
later to suggest that the lower temperatures are in fact 
better. 

It has been suggested that profound cooling is not 
feasible. because oxygen dissociation of haemoglobin 
diminishes with cooling. This disturbance, however, is 
more than compensated for by the increase of direct 
solubility of oxygen in cooled serum.*** 

The different rates of cooling of various organs” 
is clearly shown in Figs. 5 and 6. This differential hypo- 
thermia also occurs, though somewhat differently, in sur- 
face cooling.- There is a close correlation between brain, 
oesophageal. and blood temperatures (Fig. 6).°°°*** This 
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Fig. 5. Graph of the temperatures recorded in experiment 
no, 6. 


observation is further confirmed by the finding that EEG 
activity disappears at temperatures between 16 and 20°C., 
both in man and in animals.” 

It is important to recognize the fallacy of using tem- 
peratures such as rectal. muscle, or oral as a guide to 
vital organ temperatures. The low mid-oesophageal tem- 
perature has been shown to be most easily recordable and 
the most accurate guide to the temperatures of vital 
organs.» 

It is fortunate that with blood-stream hypothermia those 
organs with the richest blood supply, and hence the 
greatest metabolic activity, cool the quickest. At the end 
of cooling, when circulation is discontinued, a certain 
degree of equilibration of temperature takes place, and 
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Fig. 6. Graph of the temperatures recorded in experiment 

no. 12, including the brain temperature. 


during this period one must expect a rise in the temperature 
of the vital organs. 

Although we place the heat exchanger in the arterial 
line without a bubble trap, oxygen bubbles have not 
troubled us. It is stated by Sealy et al that oxygen 
embolism has never occurred in their clinical studies nor 
in their laboratory experiments.“ 

Reports on the behaviour of the myocardium of dogs 
during cooling differ. Shields and Lewis state that arrest 
occurs between 18 and 13°C.“ Heimbecker ef al.” found 
fibrillation between 20 and 16°C. and arrest at from 12 
to 10°C.“ In our series ventricular fibrillation always 
continued until circulation through the coronary vessels 
was stopped. On rewarming, there was not a single case 
in this series in which the heart reverted spontaneously 
to sinus rhythm, but shock defibrillation was invariably 
successful. 

Blood destruction, as judged by plasma-haemoglobin 
estimations, was usually well below the usual figure of 
| mg. per minute of bypass, which we have noted when 
using the bubble oxygenator.” This diminution in blood 
destruction is probably due to the removal of the artificial 
oxygenator from the bypass circuit, and is a definite 
advantage of autogenous oxygenation. 

In our animal experiments all except 1 dog were awake 
and alert with no obvious neurological changes a few 
hours after the bypass, indicating that when accurately 
carried out this procedure is not inherently dangerous. 

A fairly high flow rate of 70 ml. per kg. of bodyweight 
per minute was used throughout all experiments to obtain 
uniformity. Obviously, at lower temperatures a much lower 
flow is quite adequate.*'~*” There is, however, a dis- 
advantage in cutting the flow rate as the temperature 
drops — cooling becomes less efficient.“ 

Only a left thoracotomy was used in this series, because 
the opening of both sides of the chest, with or without 
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cutting through the sternum, in itself gives rise to trouble. 
In addition, the left atrial and pulmonary arterial can- 
nulations are best done from the left side, and the right 
auricular appendage can also be seen and cannulated from 
there (Fig. 4). We feel that our good results are in part 
attributable to the use of this approach. 


CONCLUSIONS 


This experimental work has shown that the technique 
described above is safe, and could therefore be applied 
to patients, both for cardiac**** and for aortic surgery. 
It is of considerable advantage in correcting the more 
complicated cardiac defects to stop the circulation com- 
pletely at the lower temperatures, and to remove any 
catheters in the way. Thus the diagnosis and the repair of 
the heart can be made in an almost ‘postmortem’ con- 
dition. There appears to be a definite place for this 
technique in thoracic aortic-aneurysm repair, especially 
those involving the ascending aorta and arch, and there 
may even be a place for this technique in extensive 
surgery on the liver and brain. 

Whether this technique will ultimately replace bypass 
with artificial oxygenation is a matter that future 
experience will decide. It is important to know that auto- 
genous oxygenation becomes difficult, even impossible, 
in patients with severe pulmonary stenosis and atresia of 
the pulmonary artery. We feel, however, that the future 
of cardiac surgery lies in a combination of bypass with 
hypothermia. Whether the technique described in this 
paper, that is, the use of autogenous oxygenation, or the 
employment of an artificial oxygenator is the best, remains 
to be seen. 

SUMMARY 


The events leading to the development of the technique 
of extracorporeal circulation without an artificial oxy- 
genator, to produce profound hypothermia, are briefly 
discussed and the apparatus and operative procedure are 
dealt with in some detail. 

The results of our first 13 consecutive experiments are 
enumerated, and the more important findings are dis- 
cussed with reference to the literature. The advantages 
of bloodstream cooling are shown, as well as the marked 
reduction of body metabolism which occurs between 15 
and 20°C. The differential rate of cooling in the various 
organs and the use of the low mid-oesophageal temperature 
as a guide to the temperatures of the vital organs are 
discussed. The minimal blood destruction which usually 
occurs during this procedure, as compared with the bubble 
oxygenator system, is felt to be due to the removal of an 
artificial oxygenator from the bypass circuit. Our good 
survival rate is felt to be partly due to the use of a 
unilateral thoracotomy. 

Finally, the safety of this method and its applicability 
in cardiac, and certain aortic, hepatic snd neurosurgical 
procedures, are discussed. 
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LEWENDE VERSWAKTE POLIO-ENTSTOF 


‘n Grootskaalse poging om inenting teweeg te bring met 
die Sabin tipe I polio-entstof is van stapel gestuur in 
Suid-Afrika. Teen die einde van Oktober het die Departe- 
ment van Gesondheid twee miljoen dosisse van hierdie 
entstof vrygestel vir gebruik in die grotere sentrums in 
die land. In April en Mei 1961 sal verdere besendings van 
al drie tipes van die entstof uitgereik word. Meer as ‘n 
miljoen dosisse van die entstof wat vervaardig word in die 
laboratoriums van die ,Stigting vir Poliomyelitisnavorsing’ 
is reeds met goeie gevolge gebruik in Kenia en Mauritius. 

Suid-Afrika staan dus hier saam met ander lande in ‘n 
omvattende poging om poliomiélitis geheel-en-al die hoof 
te bied. As die Sabin-stamme van polio-entstof werklik 
lewenslange immuniteit teweegbring soos verwag word, sal 
iets bereik word waarna baie lank uitgesien is. In ‘n on- 
langse uitgawe van die Tydskrif het prof. R. Turner’ ‘n 
omvattende bespreking gegee van die navorsing en die 
uitgebreide toetse wat daartoe gelei het dat baie lande die 
Sabin-stamme van polio-entstof wat per mond gegee word, 
aangeneem het. Hy het aangetoon dat selfs voordat die 
verswakte entstof, wat deur Saik ontwikkel is, vervolmaak 
is, baie Outoriteite as ‘n saak van beginsel al geglo het 
dat die beste hoop vir ‘n werklike doeltreffende profilak- 
tiese middel teen poliomiélitis geleé is in die vervaardiging 
van ‘n lewende entstof. 

Selfs die groot sukses van die verswakte polio-entstof 
van Salk het nie hierdie navorsers ontmoedig nie. Een 
van die belangrikste van hulle was Koprowski. Teen 1957 
was verskillende stamme van lewende entstof al ontwikkel 
en gereed vir grootskaalse toetse. Drie verskillende stamme 
is gekies, naamlik die Koprowski-, die Cox- en die Sabin- 
stamme. 

In sy artikel bespreek Turner die besonderhede van die 
resultate van toetse met hierdie stamme en hy stel dit baie 
duidelik dat al die beskikbare gegewens aantoon dat die 
Sabin-stamme die veiligste en ook die mees doeltreffende 
is. Dit is hierdie stamme wat gebruik is in nagenoeg 


sestig miljoen Russe en in miljoene ander persone sonder 
enige ongunstige uitwerking hoegenaamd. Turner glo nie 
dat daar reeds al genoegsame gegewens is waarop ‘n finale 
mening oor die veiligheid en doeltreffendheid van die 
Koprowski-stamme gebaseer kan word nie (alhoewel hulle 
sover skynbaar veilig en doeltreffend is); hy voel ook dat 
‘n finale besluit oor die veiligheid van die Cox-stamme 
nog nie gemaak is nie, alhoewel hulle skynbaar doeltreffend 
is. Al die gegewens skyn dus aan te toon dat ons in hier- 
die land die veiligste en die mees doeltreffende lewende 
polio-entstof wat beskikbaar is, vervaardig. 

Turner wys op ‘n belangrike punt in verband met die 
openbare gesondheid in sy artikel. Hy sé, ,As ons eers 
begin het met hierdie optrede (die toediening van lewende 
polio-entstof) kan ons nie weer daarmee ophou nie. As 
polio-virusse uit die omgewing verban word, sal geen kind 
in die toekoms ‘n natuurlike immuniteit kan verwerf deur 
normale en toevallige infeksie nie. Gevolglik word dit dan 
noodsaaklik om lewende entstof so vroeg moontlik aan 
alle pasgebore kinders te gee, want as hulle moet groot 
word sonder hulle immuniteit, en indien die poliovirus weer 
opduik, kan dit nie anders nie as om tot ‘n onvermydelike 
ramp te lei nie.” 

Hierdie faset van die probleem moet in gedagte gehou 
word deur alle openbare gesondheidsoutoriteite. Op die 
oomblik ontwikkel ‘n groot aantal van die bevolking ‘n 
natuurlike immuniteit teen poliomiélitis teen die tyd dat 
hulle volwassenheid bereik. Ons mag in staat wees om 
poliomiélitis uit Suid-Afrika te verdryf, maar dit mag wel 
weer van ‘n ander land af oorgedra word. Tensy alle kinders 
dus op ‘n vroeé stadium teen poliomiélitis ge-ent word, 
soos die geval is met pokkies, sal hulle blootgestel word 
aan groot gevare as wilde stamme van die poliovirus weer 
te voorskyn kom. Dit mag wel nodig wees dat verpligte 
inenting teen poliomiélitis in die toekoms ingestel moet 
word om die moontlikheid van ‘n katastrofe te voorkom. 


1. Turner, R. (1960): S. Afr T. Geneesk., 34, 961 


PRESCRIPTIONS FOR POTENTIALLY HARMFUL DRUGS 


In the Journal for 26 March 1960 a supplement was 
published in which the rules governing the issue of 
prescriptions for potentially harmful drugs were set out. 
This was drawn up jointly by the Medical Association 
of South Africa and the Pharmaceutical Society of South 
Africa for the guidance of doctors. 

At the recent congress of the Pharmaceutical Society 
of South Africa mention was made of the fact that many 
doctors are still contravening the provisions of the Medical, 
Dental and Pharmacy Act in connection with the issuing 
of these prescriptions. We cannot urge doctors too strongly 
to put their house in order in this respect. 

Section 61 bis of the Act lays down the requirements 
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for these prescriptions extremely clearly. It states that 
they should include the following information: The date 
of issue of the prescription: the name and address of the 
patient: the name and quantity of the drug to be supplied, 
the number of times and the intervals at which the pre- 
scription should be dispensed and, except in the case of 
a preparation for external use, the amount and frequency 
of each dose to be taken; and the usual signature, address, 
and professional qualifications of the doctor who issued 
the prescription. The prescription should be in the doctor's 
own handwriting. 

All too often these requirements are not met; one or 
other item of information is omitted. A particular omission 
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which causes pharmacists, and subsequently doctors, much 
trouble, is the strength of various ethical preparations. 
Often a drug is available in, e.g. 25, 50 or 100 mg. 
strengths. The doctor may simply prescribe ‘20 tablets’. 
The pharmacist then has to telephone the doctor (and 
often has difficulty in finding him) to correct this. Much 
time and trouble could be saved both by the doctor and 
the pharmacist if this point, especially, is borne in mind 
when writing prescriptions. 


In general, a conscientious pharmacist, whose duty to 
refrain from dispensing drugs on an incorrectly completed 
prescription is clearly laid down, will ask the doctor to 
redraft the prescription in terms of the Act. Some doctors 
become irritated by such requests and refuse to alter their 
prescriptions; others are too occupied to do so at once, 
and the matter is left in abeyance, to be forgotten in the 
rush of a busy practice. All this does not create a happy 
doctor-pharmacist relationship, quite apart from the 
penalties (a fine not exceeding one hundred pounds or 
imprisonment for a period not exceeding six months with- 
out the option of a fine, or both such a fine and imprison- 
ment) which hang over the heads of both doctor and 
pharmacist. 


Another aspect of the same problem is the issuing of 
prescriptions for potentially harmful drugs following tele- 
phonic instructions. The Act lays down that, in an emer- 
gency, a pharmacist may supply these drugs on the tele- 
phoned instructions of a doctor who is personally known 
to him. However, a prescription in the prescribed form, 
covering such instructions, should be forwarded by the 
doctor within twenty-four hours to the pharmacist. 


Unfortunately, while doctors frequently make use of the 
provision of the Act which permits of telephonic instruc- 
tions, they seldom follow this with a written prescription. 
It is the opinion of the South African Pharmacy 
Board, which has the same statutory powers over pharma- 
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cists as the South African Medical and Dental Council 
has over doctors, that it is not the responsibility of the 
pharmacist to compel doctors to issue a prescription to 
cover a telephonic instruction. It is the duty of the doctor 
to see that this is done. 


The Sixth Schedule of the Medical, Dentai and Pharmacy 
Act contains a list of potentially harmful drugs. This list 
is amended from time to time, both by additions and 
deletions. For instance, antihistamine drugs, which were at 
one time on this list, have now been removed. However, 
the list still contains such drugs as sulphonamides and 
antibiotics, barbiturates (except when prescribed in very 
small quantities), hormones, rauwolfia derivatives, and 
anticoagulants. As can be seen, an extremely high pro- 
portion of modern prescriptions will contain one or other 
of the potentially harmful drugs. 


The average doctor cannot be expected to keep up-to- 
date with the amendments which are frequently made to 
this list, apart from the fact that the names in the list 
are the pharmaceutical names of the drugs, with which 
most doctors are unfamiliar. It is suggested, therefore, that 
doctors make it a practice to complete all their prescrip- 
tions in the manner we have set out, that is, as though 
they were for potentially harmful drugs. (Of course, pre- 
scriptions for habit-forming drugs fall into a special class 
— they require all the information mentioned above, but 
on each prescription no more than one issue of the drug 
mentioned may be made.) 


If doctors complete all prescriptions as required by 
Section 61 bis of the Act, the legal requirements will be 
fulfilled, much petty irritation will be avoided, and ill- 
feeling between doctors and pharmacists will be obviated. 
Doctors will be harassed far less by pharmacists who are 
trying to have prescriptions corrected, and they will be 
sure that they cannot fall foul of the Law. 


TAALRUBRIEK 


Die Taalkomitee van die Geneeskundige Skool van die 
Universiteit van Stellenbosch stel voor om te gebruik: 


Eng. demarcation line: Afr. skeidingslyn. 


Eng. regression, progression: Afr. regressie, pro- 
gressie; agteruitgang, vooruitgang. 
3. Eng. monitor: Afr. monitor. 


4. Eng. toxic: Afr. toksies; detoxication: detoksifikasie. 
Detoksikasie is ook ‘n moontlikheid, maar dan sou 
die -ing-vorm lastiger wees, nl. detoksikering. Kies 
ons daarenteen ’n -fi-vorm, nl. detoksifikasie, is die 
-ing-vorm detoksifisering, wat meer in ooreenstem- 
ming is met die rigting waarin Afr. in dié opsig 
beweeg. Hiernaas sou ons dan natuurlik ook 
intoksifikasie en -fisering hé vir intoxication, ens. 


5. Eng. symphysis: Afr. simfise (net soos analysis: 
analise, e.d.m.), b.nw. simfisiaal. 

6. Eng. compression, decompression: Afr. kompressie, 
dekompressie; druk, saamdruk(king). Ons sou met 
druk en saamdruk(king) ver kon kom, maar kom- 
pressie is goed gevestig op allerlei terreine, en die 
,de-’gedeelte daarby sou lastig weer te gee wees: 
ontdrukking deug nie bra nie, en dan sou ’n mens 
moes dink aan allerlei ander soos drukverlaging, — 
verligting, es.m. Daarom lyk dit vir ons asof 
kompressie en dekompressie ook verdien om behou 
te word. 


7. Eng. persistent occipitoposterior: Afr. blywende 


oksipitoposterior. Persistent i.v.m. koors kan weet- 
gegee word met bv. volgehoue. 
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THE FIRST YEAR OF LIFE OF THE JOHANNESBURG BANTU (1) 
JoaN GRIFFITHS, M.B., B.CH. (RAND), D.C.H., R.C.P. & S. (ENG.) Paediatrician, Johannesburg 


The importance of vital statistics in paediatrics and public- 
health care can hardly be overestimated. As MacDonald’ 
said of Africz, in 1954, ‘The most important public-health 
sep would be the institution of proper statistical systems’. 
Without such information the results of preventive and 
curative Measures cannot be evaluated, nor can their need 
be clearly realized. 

In Johannesburg there is a large population of urban 
Africans, and though the accuracy of the available vital 
statistics concerning them may fall short of those in the 
Furopean population of South Africa and those in many 
Western countries, nevertheless analysis of these statistics 
in conjunction with other available data is well worth 
while. 

In this paper the Bantu child in the first year of life 
is considered. 

Vital statistics, based on returns from the Registrar of 
Births and Deaths, were obtained from the Johannesburg 
City Health Department. Other data were collected during 
the course of a study on the growth and development 
of the urban Bantu infant in 1957-1958 by a research 
team of the National Institute for Personnel Research. 
in this study, 1,216 Bantu infants in the first year of life 
were examined, and a fuller description of the material 
and methods will be published elsewhere.” However, it is 
worthy of note that all 4 main groups of the South 
African Bantu were represented, the tribal distribution 
being similar to that of the country at large. 


JOHANNESBURG BIRTH RATES 


The population of Johannesburg has increased enormously 
in the last 18 years, its numbers being virtually doubled. 
The increase has been greatest by far in the non-White 
population. the Bantu and Asians more than doubling their 
numbers (Table I). Yet, in 1950-1951 the Bantu had the 
lowest birth rate (21-57) of all the races, lower even than 


TABLE I. POPULATION OF CITY OF JOHANNESBURG 
30 June 30 June 
Race 1940 1958 
European 288,000 368,300 
Bantu .. 240,000 504,574 
Coloured 24,050 36,800 
Asian .. 11,200 26,100 
563,250 935,774 
the European figure of 24-72. The birth rate recorded 


for the Coloured and Asian pepulation, on the other hand, 
was 42:23 and 47-13 respectively (Table II). It was pos- 
lulated at that time that the birth rate was not a true 
reflection of the position, but was falsely low owing to 


TABLE II, BIRTH RATES FOR THE VARIOUS RACES FOR 1950 - 1951 


Race Births Birth rates* 
European 8,455 24-72 
Bantu .. 8,779 21-57 
Coloured 1,267 42-23 
Asian .. 927 47-13 


*Num‘er of births per 1,000 of population. 


poor birth registration.’ Nevertheless, it was thought that 
the large numbers of male Africans in Johannesburg 
(even though the male African population employed on 
the gold mines was excluded from the calculations), must 
affect the birth rate adversely. 

There is reason to believe that more recent statistics 
reflect the birth rates with greater accuracy. Increasing 
education, longer time of urbanization and greater use of 
available midwifery services, have all improved the pro- 
portion of births registered. Although the registration of 
births has been encouraged for many years, it only became 
compulsory in July 1953, and the number of registered 


TABLE III. BIRTHS, BIRTH RATES AND CHILD DEATHS IN JOHANNESBURG 
1958 
Deaths Deaths Deaths Deaths 
Race Births Birth under 13-24 2-4 5-9 
rates I2mths. mths. yrs. yrs. 
European 8,941 24-28 224 11 @ 24 20 
Bantu 15,855 33-55 2,099 560 251 72 
Coloured 1,343 36°49 85 19 OOS 5 
Asian 903 34-60 44 zt 13 6 


Bantu births jumped from 9,824 in 1952-1953 to 12,580 
in 1953 - 1954. In 1958 it was 15,855 as shown in Table III. 
Birth Rank 

Birth rank reflects the birth rate and, if a sample of 
Bantu infants is analysed according to rank (Table IV), 
it will be seen that 23-63°, were first-born and 26°36°, 
were of birth rank greater than 4. These values lie between 


TABLE IV. BIRTH RANK OF 550 BANTU INFANTS—1958 
Rank 
Ist 2nd 3rd 4th greater 
than 4 
No. 130 120 90 65 145 
23-63 21-82 16°36 11-82 26°36 


those found in the Europeans and in the other non- 
White races in a previous study.* Of European babies, 
38°, were first-born, whereas only 15% and 7% of 
Coloured and Asian babies, respectively, were first-born. 
Where the birth rank was greater than 4 there were only 
12°, European babies compared with 30% and 37°, 


TABLE V. VARIATION IN BIRTH RANK BY RACE 

Rank 
Race /st 2nd 3rd 4th greater Total 

than 4 
European 303 218 117 47 93 778 
Coloured 71 119 81 $7 147 475 
Asian 10 37 20 21 54 142 
Bantu 132 121 88 66 143 550 
Total 516 495 306 191 437 1,945 


Coloured and Asian babies.’ These differences in birth 
rank among the races, shown in Table V, are statistically 
significant. 

This comparison of samples of infants suggests that the 
true birth rate of the Bantu lies between that of the 
European and the other non-White races. In the 1958 
figures for birth rates this is exactly the case (Table III). 
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In the year 1953-1954 the birth rate of Africans is 
recorded as slightly higher than the European figure for 
the first time (24-19 Europeans, 25-75 Africans) and in 
subsequent years, while the European figure has remained 
relatively constant, the African figure has risen to 33-55. 


INFANTILE MORTALITY RATE 


As the infantile mortality rate is based on the number of 
deaths under 1 year per 1,000 live births, poor registration 
of births will raise the death rate artificially if the deaths 
themselves are accurately registered. Because of the need 
to make funeral arrangements in the urban area, infant 
deaths have nearly always been registered promptly. 

The dramatic fall in the graph for the Bantu death rate 
(illustrated in Fig. 1) between 1953 and 1954, can be 
ascribed to the improved birth registration which, as has 
been explained, occurred at that time. While the number 
of births registered increased by about a third, the deaths 
recorded in the 2 years did not show a dramatic fall. 
There were 2,030 infantile African deaths in 1952 - 1953 
and 1,778 in 1953 - 1954, a drop of 252. 

#50) 
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Fig. 1. Graph of infantile mortality ~ hg all races in 
Johannesburg, 1944 - 


While, however, the graph shows a waits decline for 
all races, it is steepest for the non-White races, especially 
the Africans, and this is also shown in Table VI. In 
view of the tremendous postwar rush to the towns by 
the Bantu and the subsequent difficulties of housing and 
expansion of health services, this is particularly gratifying. 
However, the Bantu infantile mortality rate remains at 
an extremely high figure, 132-39 for 1958, even though 
there has been a remarkable drop. It is many times higher 
than the European death rate, and more than twice as 
high as that of the other *.on-White races. However, 
when compared with death rates for non-White cities 
elsewhere in the world, it is not so high. In 1954, Cairo 
had an infantile mortality rate of 170, Leopoldville 161, 
and Bombay 125.4 The Asians in Johannesburg have a 
much lower infantile death rate (48-73) than those in 
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TABLE VI. THE INFANTILE MORTALITY RATE FOR ALL RACES jy 
JOHANNESBURG DURING THE 15 YEARS 1943 - 1958 


Total 
Year European Bantu Coloured _—__ Asian all 


1943-44 44-18 411-98 130-81. 157-44 
1944-45 41-34. 394-94 122-39 93-05 150.46 
1945-46 34-30 372-62. «153-55. 82-13 «161-78 
1946-47 32-35. 343-43. 133-80 90-02 144.99 
1947-48 33-34. «311-21 129-92, 78-33 147-83 
1948-49 31-44 264-16 92-08 69-84 135-45 
1949-50 31-90 232-00 95-51 75-13 126-88 
1950-51 27-44 «243-76 80-51 48-54 129-66 
1951-52 26-95 230-10: 93-68 75-88 ~—129-66 
1952-53 29-45 206-64. 58-82 119-1) 
1953-54 29-52 141-35. 71-13 60-67 929 
1954-55 27-68 146-41 67-13 60:20 


1956 27-60 142-24 67-80 43-02 93-40 
1957 24-21 125-67 67°51 59-12 85-12 
1958 25-05 132-39 63-29 48-73 90-67 


Bombay (125), or those in Madras (136). Their infantile 
death rate is similar to that for Nairobi’s Asian popv- 
lation, which was 50 in 1954.4 

In an effort to estimate the Bantu infantile death rate 
for Orlando Township, 90 babies who were delivered by 
the district midwifery service were visited at the end of 
the first year of life, within a week of their first birth. 
days. Of these 90, 9 had died, and their infantile mortality 
rate was calculated to be 100-00. Although this appears 
to be a lower rate than the 132-39 for the overall death 
rate for Johannesburg African babies, it is not statistically 
significant, and may have arisen by chance sampling. 

The tremendous differences in infantile death rates for 
the various races in Johannesburg are much greater than 
the differences in infantile death rates for the various 
social classes in England and Wales.® In 1930 - 1932 social 
class V had an infantile death rate of about 3 times that 
of social class I, the gradient rising from the low rate 
in class I to the high rate of class V. In 1949 - 1953 the 
gradient remained almost the same, but the rate for clas 
V was now definitely less than 3 times that of class |, 
for, although improvement had occurred in all classes, 
the greatest absolute improvement had been in class V. 
The infantile mortality rate for social class V in England 
and Wales is just a little better than that for the Johannes- 
burg Asian population, and the infantile mortality rate 
for the Johannesburg White population corresponds to 4 
rate falling between social classes II and III,° and is about 
the same as the total for England and Wales for 1954/ 
though not as good as the 1957 figure of 23.° 

The Bantu infantile mortality rate is similar to that for 
England and the USA at the beginning of this century, 
and similar to the death rate for American Negoes in 
the 1920s.° For the USA in 1954 the infantile mortality 
rate of 43 for non-White persons was about twice the 
rate for White persons.‘ 
Timing of Infantile Deaths 

In the historical picture of the reduction of the infantil 
death rate over the years in the USA and Britain, the 
deaths taking place chiefly in the first monih of life 
and due to congenital defects, prematurity and events 
occurring during pregnancy and delivery. have not been 
reduced nearly as much as have deaths due to infection 
malnutrition, accident and so on, and this is shown 
the much greater reduction in deaths during the secone 
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to twelfth months than in the neonatal period.’ The 
majority of infantile deaths now occur in the early weeks 
of life in these countries. 


TABLE Vil. PERCENTAGE OF INFANTILE DEATHS IN DIFFERENT AGE 
PERIODS IN JOHANNESBURG—1958 
0 1 week Total 1 month 
Race to to for Ist to 

1 week 1 month month J year 
European 70-54 9-37 79-91 20-09 
Asian 40-91 18-18 59-09 40-91 
Coloured 32-95 11-76 44-71 55-29 
Bantu 26-92 11-38 38-30 61-70 


In Johannesburg in 1958 the races showed all gradations 
in this shift of emphasis to the early weeks of life, as 
shown in Table VII where, though 70-54% of European 
infant deaths took place in the first week, only 26-92% 
of African deaths were in the same period. 


PRINCIPAL CAUSES OF DEATH 


In the same way, if the principal causes of death are 
considered for each race, a different pattern will be 
found among them, as seen in Table VIII. 

It will be seen that deaths due to infection, such as 
respiratory diseases, infectious diseases, and nervous system 
diseases (chiefly meningitis), are a more important cause 
of death in Africans than in Europeans, and more so in 


TABLE VIII, SOME OF THE PRINCIPAL CAUSES OF INFANTILE DEATHS 
FOR JOHANNESBURG IN 1958 SHOWN AS A °%, OF TOTAL DEATHS 
FOR EACH RACE 


°<, incidence of total deaths 


Diseases 
European Asian Coloured Bantu 


Congenital malformations .. 8-48 6-82 5-88 1-91 
Diarrhoea... 9-09 29-41 24-49 
Respiratory diseases 3-68 22°73 15:29 12-24 
Nervous system diseases 0:89 0 1-18 0-86 
Diseases of nutrition 2°27 0 1-67 
Infectious diseases .. 2-23 3-53 5-10 
Diseases —— to Ist year 

of life .. 75:00 56°82 40:00 36°68 


Africans than in the other non-White races, with the 
exception of respiratory diseases which show the highest 
percentage incidence in Asians. Deaths where malnutrition 
and infection both contribute, as in the category ‘diarrhoea’, 
show the same gradation. Until the last 2 years diarrhoea 
was the most important factor in Bantu infantile mortality, 
but in 1957 - 1958, however, it lost its place as the major 
cause of death among Bantu infants to the category 
‘diseases peculiar to the first year of life’. 36-68% of 
the infant deaths in 1958 being due to these diseases, and 
only 24-49°% to diarrhoea. The actual number of registered 
African deaths due to diarrhoea in the first year of life 
has fallen from 922 in 1952 - 1953 to 619 in 1958, and this 
despite the increase in population. In Cape Town the 
position seems a little different for there was actually a 
rise in the non-European infantile deaths due to diarrhoea 
in 1957 in that city.’ 

Diarrhoea 


As well as contributing largely to mortality, the acute 


diarrhoeal disorders remain one of the greatest causes 
of morbidity in the urban African infant.’* 

Two-thirds of the fatalities occur during the summer 
Out-patient departments and clinics attending to 


months." 
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Africans are crowded from about October until March 
with children suffering from diarrhoea. Only the severest 
cases can be admitted to hospital, and diarrhoeal disorders 
head the list of hospital admissions." 

In the children studied, diarrhoea was also an important 
cause of morbidity, and the poorer the nutrition the greater 
was the incidence. Of those babies whose nutrition was 
classified (according to a slight modification of Kahn’s 
criteria, described elsewhere*) as ‘excellent’ or ‘good’, 
12-42% and 16:55% respectively gave a history of 
diarrhoea, whereas, of those classified as ‘fair’ and ‘poor’ 
31-54% and 33-33%, respectively, had had diarrhoea. These 
differences are of statistical significance as shown in Table 
IX. The overall incidence in 1,037* babies was 17-16%. 


TABLE IX. RELATION BETWEEN NUTRITIONAL CLASSIFICATION AND 
HISTORY OF DIARRHOEA 
Nutrition 
History of 
diarrhoea Excellent Good Fair Poor Total 
40 95 41 2 178 
Present 
43 
282 479 89 4 854 
Absent 
93 
322 574 130 6 1,032 
Total .. 
136 


X? = 26°60. Highly significant. 


The severity or otherwise of diarrhoea depended, of course, 
on the mother’s interpretation of ‘illness’, but to most 
Bantu mothers diarrhoea of sufficient importance to be 
remembered would be fairly marked. 

Diseases Peculiar to the First Year of Life 

This category has been the major cause of Bantu infant 
deaths since 1957. It includes conditions occurring chiefly 
in the immediate neonatal period. Most deaths, by far, 
occur in premature infants. A premature infant is one who 
weighs less than 54 lb. at birth, and babies of low birth 
weight are more common in the Bantu than in the Euro- 
pean. At Baragwanath Hospital, Johannesburg, in 1956, 
13% of new-born babies in the obstetric section were 
classified as premature.’ Salber” found an incidence of 
129% of premature female babies and 10-3% of pre- 
mature males in a series of 7,611 Bantu births in Pieter- 
maritzburg and Durban. Twin pregnancies were excluded 
in Salber’s figures, and undoubtedly part of the high pre- 
mature rate is due to the high incidence of multiple 
pregnancies, which is about 1 in 40 births among the 
Bantu*® compared with about | in 80 among the Europeans. 
Usually multiple pregnancies are only found to the extent 
of 16% in groups of babies of low birth weights, so 
that this would not account for the whole picture. 

The neonatal mortality of prematures is high in even 
the best conditions, and there are many cases of cerebral 
palsy and congenital malformations as well, so that a 
high incidence of Bantu prematurity presents a_ public 
health problem. Of 915 premature babies in the obstetric 
section at Baragwanath Hospital in 1956, only 530 could 
be admitted to the premature baby unit owing to limited 


* Five of these babies were not assessed nutritionally. 
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accommodation. When established on the breast they were 
discharged home at a weight of 44 Ib. Of the first 3,000 
admissions to that unit the overall survival rate was 56%.” 
Thus prematurity is a major cause of morbidity and 
mortality among the urban African infants. 

Respiratory Diseases 

‘Respiratory diseases’, causing 12%, of infant Bantu 
deaths in 1958, rank third in importance after ‘diseases 
peculiar to first year of life’, and ‘diarrhoea’. Only 2-68 %, 
of White infantile deaths fell into this category. In 
Coloured and Asian babies, as in African babies. respira- 
tory disease is a prominent cause of death; in the Asians 
it is often more prominent than in the Bantu, and this 
is interesting, for, in studying a group of Johannesburg 
Asian babies in 1951, bronchitis was found as a major 
cause of morbidity, and showed a higher case rate than 
in European or Coloured infants.* 

As a cause of morbidity in the children studied, respira- 
tory diseases were by far the most important group 
numerically, and the nutritional status did not appear to 
affect the incidence; 38-51%, and 37-46% of ‘excellent’ 
and ‘good’ infants, respectively. had a history of respiratory 
infection, while 44-62%, of ‘fair’, and 33-33%, of ‘poor’ 
infants were affected. There is no statistically significant 
TABLE X. RELATION BETWEEN NUTRITIONAL CLASSIFICATION AND 

HISTORY OF RESPIRATORY DiSEASES 


Nutrition 
History of 
respiratory diseases Excellent Good Fair Poor Total 
124 215 58 2 399 
Present a< 
60 
198 359 72 4 633 
Absent 
76 
322 574 130 6 1,032 
136 


xX? 1:876. Not significant. 
difference (Table X). There was an overall incidence 
of 38-77% of babies whose complaints included severe 
coughs, colds, sore ears and ‘chestiness’. 

In the African children’s study of growth and develop- 
ment, 38%, of mothers stated that their children had never 
been ill in any way. 

CONCLUSION 

It can be concluded that the trends of disease in Johannes- 
burg Bantu infants in the last few years offer great 
encouragement to those engaged in preventive and curative 
medical work among them. This statement is not in any 
way intended to belittle the magnitude of existing problems 
such as malnutrition and gastro-enteritis, so ably reviewed 
recently by Robertson ef al." 

Collecting data, upon which vital statistics and morbidity 
rates can be based, is most important. Difficulties are 
always great, and perhaps nowhere greater than in an 
African population. However, in Johannesburg, where there 
is an urbanized African population which is given educa- 
tional and medical facilities of an unusually high order 
in comparison with most parts of Africa, statistics are 
available which, even if only moderately accurate, provide 
pointers to indicate where promotive health services can 
best be applied. 


26 November 1960 


SUMMARY 


Accurate vital statistics have been hampered by poor 
registration, and the birth rate of the Bantu has been 
falsely low while the infantile death rate has been falsely 
high for many years. Evidence is produced to show why 
the more recent vital statistics are thought to be much 
more accurate. 

The infantile mortality rate has been halved in the last 
10 years, but at 132-29 for 1958 it is 5 times higher than 
that for the Europeans, and more than twice as high 
as that for the Coloured and Asian population, although 
it is similar to, and in fact better than that prevailing jn 
many non-White cities elsewhere in the world. 

The causes of death. and the relative importance of 
the early weeks of life in the timing of these deaths, are 
considered, and a pattern similar to that seen in the 
historical picture of the reduction of the infantile death 
rate overseas can be shown. The deaths from | - 12 months 
are far greater proportionately in the Bantu and Coloured 
population than in the European and Asian. Congenital 
malformations and causes of death concerned with pre- 
maturity, and events connected with pregnancy and 
delivery, have been of less importance in the Bantu than 
deaths due to infection and diarrhoea, whereas the reverse 
has been true in the case of the Europeans. 

However, in the Bantu in 1957 - 1958, as the infantile 
death rate has declined, for the first time the category of 
causes of death known as ‘diseases peculiar to the first 
year of life’, chief among them prematurity, became of 
greater importance than ‘diarrhoea’. 

The high incidence of prematurity, diarrhoea and respi- 
ratory disease among the Bantu, and the consequent 
morbidity, is discussed. Figures for the incidence of these 
afflictions are given for Johannesburg babies, and it is 
shown that there was a much higher incidence of diarrhoea 
recorded among the poorly nourished. Nutrition did not 
appear to have the same influence on the incidence of 
respiratory infections. 
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THE PRACTICE OF MAJOR SURGERY IN SOUTH AFRICA 


R. Lance Impey, M.C., M.D. (Ep1n.), F.R.C.S. (Epin.), F.R.C.0.G. 


Formerly Senior Gynaecologist, Groote Schuur Hospital, Cape Town, and Senior Lecturer, Obstetrics and 
Gynaecology, University of Cape Town 


In June 1952 the Executive Committee of the South 
African Medical and Dental Council asked Prof. B. J. 
Ryrie (then Professor of Pathology and Dean of the 
Faculty of Medicine at the University of Cape Town) and 
me to write a memorandum on certain matters relating 
to the practice of surgery that had been brought to its 
notice. The present article is based on the joint memoran- 
dum and, in dealing with the problem as it presents itself 
today, emphasizes the portions that have special applica- 
tion to conditions of practice in South Africa. It is 
generally accepted that the life and health of an individual 
are of importance not only to himself, his family and his 
friends, but also to the State. It is the duty of the State 
to safeguard his life and health; and it is the statutory 
function of the Medical and Dental Council and the 
privilege of the Medical Association to advise the State 
how this can best be done. 


Matters relating to the practice of surgery in this 
country come to the notice of the Medical and Dental 
Council, often indirectly, through complaints and en- 
quiries. There has been evidence of operative procedures 
unwisely decided upon; there has been evidence of a 
remarkable amount of surgical work done in certain areas 
and of a startling proportion of operations in particular 
hospitals, anomalies difficult to account for; and there 
have been magistrates’ enquiries into deaths referred to 
the Council. It is abundantly clear that this evidence can 
represent only a fraction of the cases in which informed 
medical opinion might doubt whether the patient had 
had the best surgical advice and service. It has therefore 
become an urgent question whether the public of South 
Africa can be assured that major surgical decisions and 
procedures are in the hands only of persons adequately 
trained and experienced. 


In English-speaking countries — and there is no reason 
to believe that this does not obtain throughout the civilized 
world — surgery has become a postgraduate study, and it 
is held that major surgical procedures should be in the 
hands only of persons who have had the necessary post- 
graduate training under suitable supervision. Let me quote 
from the Report of the Committee on Medical Training 
in South Africa issued as long ago as 1939 (page 21): 

‘On the other hand, it would appear that there is a decided 
tendency on the part of general practitioners to perform an 
operation when the case might and should have been referred 
to the surgical specialist. This craze, as one might almost 
call it, to cut up the bodies of patients, should be discouraged 
during the student’s medical course, for it often leads to 
itteparable harm. Even the high fees which the surgeon com- 
mands should not be an irresistible temptation. What some- 
mes appears to be a minor operation often becomes a 
serious Operation through bad handling or bad diagnosis. 

‘Wherever a specialist is available, either close at hand or 
within such easy reach that the life of the patient will not be 
seriously jeopardised, the general practitioner ought to err on 
the safe side and hand the case over to the specialist’. 

These views, expressed by a South African committee 
dealing with South African conditions in 1939, have been 


underlined by successive reports elsewhere, and time has 
only increased their validity. 

The Interdepartmental Committee on Medical Schools, 
appointed in Britain in 1942, reported in 1944. Its report, 
the well-known Goodenough Report, states (page 163): 

‘36. Under the Medical Acts, every registered practitioner 
is entitled by law to practise surgery but in the interests of 
patients the trend of medical custom has been to restrict the 
practice of major operative surgery to those who have had 
postgraduate training and experience in this work. We consider 
that, with the promised development of an adequate hospital 
service in all parts of the country, the likelihood of any 
practitioner, other than one so specially trained, being called 
upon—even in emergency—-to undertake major operative 
surgery is so small that it can be left out of account in 
framing the training of future general practitioners. We are, 
therefore, of the opinion that the technical details of operative 
measures, usually regarded by the layman as the whole content 
of surgery are without exception matters for postgraduate 
study’. 

This Interdepartmental Committee spent 2 years getting 
evidence from the universities and medical schools, the 
General Medical Council, the Royal medical colleges, and 
the London County Council and other local authorities 
in Great Britain. They claimed that their views were 
supported by the vast majority of those who were respon- 
sible for and engaged in medical education and research 
in Great Britain. Their report is looked upon as a classic 
in medical education that cannot be disregarded. 

The British Medical Association report, The Training 
of a Doctor, issued in 1948, was no less definite: 

‘In its consideration of the teaching of surgery, the Com- 
mittee has had in view the basic needs of the practitioner on 
which further study can be founded, and it would suggest 
that the course should aim at teaching the principles of surgical 
diagnosis, early recognition of surgical conditions, especially 
emergencies in which timely operation might be a lifesaving 
measure, the elements of first-aid, the treatment of such minor 
injuries and conditions as a general practitioner might be 
called upon to give, the surgery of septic conditions, and the 
scope of operative surgery, but the technical details of opera- 
tions should not be taught’. 

There is thus unanimity on the point that only the 
principles of surgery concern the undergraduate, that he 
is not trained in surgery, that surgery is a postgraduate 
study, and that the practice of surgery is a matter for 
specially trained and experienced persons. But the matter 
goes further, and informed opinion holds that even the 
intern period is not a time for surgical training. In 
training a doctor we are no longer trying to train a 
surgeon. The Supplement to the British Medical Journal 
of 29 December 1951, describing a 2-year scheme of post- 
graduate training for general practice, states: ‘Training in 
surgery will be confined to its diagnostic aspects, especially 
in emergencies’. 

Prof. S. F. Oosthuizen, President of the South African 
Medical and Dental Council, in his report (1952) on ‘The 
Training of Interns’, based on information obtained from 
the New York Academy of Medicine, wrote: 


‘The . . . intern training for general practice, while in 


surgery, ought to be kept entirely out of the operating room. 
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so that he will never presume to think himself capable of 
doing anything but minor surgery . . . In the wards he should 
be trained in surgical diagnosis and surgical emergencies’. 

This is the attitude of the medical educational authori- 
ties in the United States of America, a country with the 
same problems in relation to great distances and wide 
open spaces as we have in South Africa. In that country, 
which has had nearly 50 years’ experience of compulsory 
training of interns, the authorities believe that the danger 
of an intern getting the impression that he is capable of 
undertaking major surgery is so great that they recom- 
mend that ‘the intern training for general practice, while 
in surge.y. ought to be kept entirely out of the operating 
room’. It must be accepted that all large countries have 
similar problems to ours in making suitable surgical 
arrangements for areas far removed from the large centres, 
and it would be an act of folly to disregard the lessons 
learned in the USA from their experience in the training 
of interns. 

In the South African Medical and Dental Council's 
‘Criteria for the Training of Interns’ (1959) the following 
appears: 

‘In the surgical wards the intern should be taught to 
recognize the emergencies of surgery. While it is desirable that 
he assists the surgeon at major operations it is not desirable 
that he himself undertakes major operations. He should be 
taught the principles of pre- and post-operative care and be 
given every opportunity to learn minor surgery’. 

Finally, I wish to quote the following recommendations 
placed before the Medical and Dental Council by the 
Faculty of Medicine of the University of the Witwaters- 
rand after considering our joint memorandum of 1952 
(above-mentioned) and a memorandum by the Head of 
the Department of Surgery, University of the Witwaters- 
rand: 

‘1. That Faculty unreservedly endorse the view “that neither 
undergraduate training nor even extended intern experience 
should be directed to making a doctor a surgeon nor do they 
justify a doctor in doing major surgery today”. 

‘2.. That the University request the South African Medical 
and Dental Council to bring to the notice of the Minister of 
Education that adequate provision should be made to ensure 
suitable specialized postgraduate surgical training in South 
Africa. 

‘3. That Faculty endorse the opinion that the regulations 
of the South African Medical and Dental Council should be 
directed towards preventing practitioners from performing 
operations unless qualified by adequate specialistic post- 
graduate training.’ 

With regard to the recommendation (3) that the regula- 
tions of the Council should be directed towards preventing 
practitioners from performing operations unless qualified 
by adequate specialistic training, rule 25 of the ‘Rules 
Regarding Conduct of which the Council may take 
Cognizance’, was promulgated for that specific purpose, 
and reads as follows: 

‘Performance of operations by medical practitioners and 
dentists 

‘(i) The performance by medical practitioners and dentists, 
except in an emergency. of professional acts for the per- 
formance of which they are inadequately trained and/or 
insufficiently experienced’. 

In regard to this rule, the following paragraph in the 
appeal judgment (1954) of Mr. Justice J. M. Murray in 
the case of M. Shapiro and the South African Medical 
Council (1953) is of interest: 
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‘I entertain no doubt that if an inexperienced young medica) 
practitioner with relatively little experience and no specia| 
qualifications were to venture into a particular field of medica) 
activity in which in actual fact his ignorance or inexperience 
would render his intervention a danger to the health or lig 
of his patients, the Council could deal effectively with him 
under its disciplinary regulations’. 


In Britain 


What happens in Britain? In that country, where recently 
1 made a special enquiry into the position, not only are 
these principles of surgery held, but they are put into 
practice, and in Scotland they have been in practice fo; 
the past 5O years. Under the National Health Service jj 
hospitals, except private nursing homes, are State hospitals, 
In these State hospitals all major surgical operations are 
performed by surgeons who have had specialized post. 
graduate training in operative surgery. A large proportion 
of these operations are performed by consulting surgeons, 
who, after serving as junior registrar for a period of 
years, must have held a post as senior registrar in 4 
teaching hospital. Thus, the training of a surgeon takes 
approximately as long as it does to train a doctor in the 
first instance. The consulting surgeon is a consultant jn 
the special department of surgery concerned: general 
surgery is undertaken by a consultant in general surgery, 
gynaecology by a consulting gynaecologist, urology by a 
urological consultant, etc. 


In South Africa 


We now return to the question with which we started: 
Can the public in South Africa be assured that surgical 
decisions and surgical procedures are in the hands only 
of persons adequately trained and experienced? In my 
opinion, the public can rest assured that in the hospitals 
attached to the medical schools and in most other large 
centres major surgical procedures are in the hands of 
adequately trained surgeons; but that this does not apply 
to all country hospitals. 

The following opinion expressed by Chief Justice Sir 
James Rose-Innes in van Wyk v. Lewis. 1924. is worth 
noting: 

‘The ordinary medical practitioner should, as it seems to 
me, exercise the same degree of skill and care. whether he 
carries on his work in the town or in the country. in one 
piace or another. The fact that several incompetent or careless 
practitioners happen to settle at the same place cannot affect 
the standard of diligence and skill which local patients have 
a right to expect’. 

During my years of service as a senior gynaecological 
surgeon at Groote Schuur Hospital, Cape Town, on 4 
number of occasions we had to deal with cases that had 
been operated on by doctors who, being unable to com- 
plete the operation, had sent the patient to Groote Schuur 
for more expert treatment. This experience is far from 
unusual; a leading South African surgeon recently stated 
that about 10% of the cases he had to deal with followed 
a previous Operation unsuccessfully performed. 

While acting as Inspector of Internships for the Medical 
Council in 1958 I visited 22 hospitals in the Cape Province 
I found that many a young doctor who starts practice in 
a village or small town without postgraduate training in 
surgery is under strong inducement to undertake major 
operations. Not infrequently he is appointed to the staff of 
the local hospital," and he soon learns that, in their 
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ignorance, the public believe that a doctor who operates 

is a better doctor than one who does not operate. Almost 

in self-defence, he starts to operate in an attempt to train 
himself as a surgeon. This is a dangerous practice and 
often results in umnecessary operations and avoidable 
maiming or even fatal results. 


The self-trained surgeon is an anachronism. The 
revolutionary advances made in surgery within recent 
times require such vast resources that it should no longer 
be permissible for a doctor to adopt surgery as a side-line 
to his practice. In the old days of the ox-wagon and the 
Cape cart the country practitioner was compelled to 
undertake all types of surgery regardless of his post- 
graduate training for the work; but today, when facilities 
are available for rapid travel by motor-car or aircraft, it 
is indefensible. 


MEAN 
DELIVERY IN 


LANzKOwsSKy, M.D. 


HAEMATOLOGICAL VALUES IN PREGNANT WOMEN AT TERM, AND 


(Cape Town), D.C.H. 
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CONCLUSION 


It is now recognized that the time has come for serious 
consideration of this matter. As the result of incidents like 
the Greytown enquiry the South African public is seriously 
concerned about it. The Medical Association has sent a 
deputation to the Medical and Dental Council asking for 
action to be taken. The Council has discussed the matter 
on several occasions and at its last meeting, in September 
1960, decided to appoint a fact-finding committee ‘to en- 
quire whether the manifold benefits of modern surgery 
were generally available to the public’. The following 
members were appointed to constitute the sub-committee: 
Dr. J. K. Bremer, formerly Professor of Surgery, Pretoria 
University; Dr. P. F. H. Wagner, Past-President of the 
Medical Association of South Africa; and Dr. R. Lance 
Impey (convener). 


AFTER 
CAPE TOWN* 


(LonNb.)t 


Department of Child Health, University of Cape Town, and Red Cross War Memorial Children’s Hospital, Rondebosch, Cape 


Hitherto, in South Africa there has been no survey of mean 
haemoglobin, packed-cell volume and mean_ corpuscular 
haemoglobin concentration values in healthy White, Cape 
Coloured and African women during pregnancy. The 3 
available reports in this country consist only of mean haemo- 
globin values, which by themselves are difficult to assess and 
in pregnancy may be subject to alteration by physiological 
changes in the blood volume. The object of the present investi- 
gation was to ascertain mean haematological values at 
term and after delivery in the 3 main racial groups in Cape 
Town. This was done as a preliminary enquiry in a study of 
the relationship between maternal iron-deficiency anaemia and 
the haemoglobin level of the infant. 


Material 


Two hundred and forty-three women were examined at 
term (during the first stage of labour). Of these, 201 were 
again examined 3 months after delivery. The series comprised 
131 White, 77 Cape Coloured, and 35 African women. They 
were a random selection of women attending antenatal clinics 
and confined at various maternity institutions attached to the 
University of Cape Town. Because the investigation was done 
on patients delivered in institutions, it is likely that this group 
contained an undue proportion of primigravidae and of women 
who had had previous obstetric complications. 


All these women were given a routine general medical 
examination at their first attendance and were found to be 
healthy. Serological tests for syphilis were negative in all 
cases. Only those who had full-term normal pregnancies and 
normal labours on this occasion, and who delivered without 
incident, were included. Any women who had haemorrhagic 


* Abstract from M.D. thesis, University of Cape Town, 1959. ‘Iron 
deficiency anaemia in infants and preschool children in three racial groups 
in Cape Town.” 


* Recipient of a Dr. C. L. 


University of Cape 
Town Staff Research Fund 


Herman Research Grant, 


episodes before, during, or after this delivery were excluded 
as were patients whose deliveries were complicated by mid- 
forceps, rotation and breech babies, or any whose deliveries 
required anaesthetics. None had received prophylactic iron 
therapy during pregnancy. 

The mean ages were 26-11, 26°76 and 24-71 years, and the 
mean parity 2°38, 3-08 and 2:44 in the White, Cape Coloured 
and African women respectively. 

The mean income per week of the families from which 
these women came was £14-09, £5:27 and £3-68 for White, 
Cape Coloured, and African women respectively. These 
amounts place them in the ‘medium income’ groups in their 
respective sections of the community. 

Methods 

Blood investigations were done on venous blood from the 
anterior cubital vein. The haemoglobin estimations were done 
by the oxyhaemoglobin method using a Klett-Summerson 
colorimeter previously calibrated for the purpose against 
standard haemin and cyanmethaemoglobin solutions. Packed- 
cell-volume estimations were made by the standard Wintrobe 
procedure. 


Results 

The results of this investigation are shown in Table I. The 
mean haemoglobin levels at term were 11:54 g. per 100 ml., 
11-0 g. per 100 ml., and 11-62 g. per 100 ml.; the mean packed 
cell volume values at term were 39:89%, 38-87% and 41-21%; 
and the average mean corpuscular haemoglobin concentration 
levels at term were 28-87%, 28:35% and 28:10% for the 
White, Cape Coloured and African pregnant women respec- 
tively. 

The mean haemoglobin values in 201 of these women 3 
months after delivery were 12°47 g. per 100 ml. for White, 
11:25 g. per 100 ml. for Cape Coloured, and 12:09 g. per 100 
ml. for African women. 


TABLE I. MEAN HAEMATOLOGICAL VALUES OF PREGNANT WOMEN AT TERM AND AFTER DELIVERY IN THE THREE MAIN RACIAL 
GROUPS IN CAPE TOWN 
_ Haemoglobin PCV% MCHC% 
Race At term At 3 months At term At term 
_postpartum 
Number Mean S.D. Number Mean SD. Number Mean S.D. Number Mean S.D. 
White 131 11-54 1-40 112 12-47 1-04 130 39-89 4-19 130 28-87 1-83 
Cape Coloured 77 11-00 1-58 63 11-25 2-43 70 38°87 4-59 70 28:35 4-21 
frican 35 11-62 1:24 26 12 09 1-05 33 41-21 4-22 33 28-10 1-65 
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Taking an MCHC value of 30% as the critical lower level 
of normality, 76°2% of White, 81:4% of Cape Coloured, and 
93-9% of African pregnant women at term in this series, who 
did not receive prophylactic iron therapy during pregnancy, 
were found to have iron-deficiency anaemia. 


Conclusion 


There is a high incidence of iron-deficiency anaemia in 
healthy pregnant women at term in the 3 main racial groups 
in Cape Town. This is probably due to the inadequacy of 
their diets in meeting the physiological demands, during 
pregnancy, for iron. At 3 months after delivery there was a 


slight rise in haemoglobin levels in the 3 racial groups eyep 
without iron supplements. 


The high incidence of iron-deficiency anaemia in pregnant 
women in Cape Town stresses the need for prophylactic irop 
therapy to be given in adequate doses during pregnancy. 


I am indebted to Prof. F. J. Ford, Head of the Department of Chi 
Health, University of Cape Town, for his constant guidance, invaluab, 
criticism, and encouragement during the course of this work, and to Proj 
J Louw and Dr. A. W. Falconer for permission to publish this Paper 
Thanks are also due to the matrons and nursing staff of the varioy 
maternity institutions in the Cape Peninsula for their willing cooperation 
and courtesy 


RETIREMENT ANNUITY FUNDS 


Members will remember that the 1960 Income Tax Act grants 
tax relief to self-employed and other persons to enable them 
to provide for their retirement. This tax concession is available 
to professional men, including doctors. Contributions to an 
approved retirement fund, up to a maximum of £300 per 
annum, are allowed as a deduction from taxable income. 
Furthermore, the Act exempts the whole of the interest income 
of approved retirement annuity funds from tax. 

At its recent meeting in Vereeniging (18-21 October 1960) 
Federal Council discussed this matter, and decided that the 
Medical Association would not have its own fund, as had been 
suggested at the previous meeting, but that it would collect 
information in order to be able to advise its members — 
should they wish to have such advice—on the relative 
advantages of various existing funds, There are many such 
funds available, particularly to professional people. 

The Professional Provident Society has a retirement fund 
which is underwritten by SANLAM. SANLAM also has its 
own fund which is known as the Central Retirement Annuity 
Fund. 

The South African Mutual Life Assurance Society is under- 
— a fund called the South African Retirement Annuity 
‘und. 

There are numerous other funds underwritten by insurance 
companies, some of which have been formed by individuals 
and pension consultants. The terms of most of these funds 
are very similar. 


AMPTELIKE AANKONDIGING : 


Recently a fund has been brought to our notice which was 
set up in Cape Town, known as the Cape Retirement 
Fund. Whereas the general terms of this fund are similar to 
those of most of the others, there are two distinct differences: 


1. Whereas most other funds guarantee a return of con- 
tributions plus 3% compound interest in the event of death 
of a member occurring before the retirement date, this fund 
guarantees the repayment of a sum equal to the contributions 
the member has paid plus 4% compound interest. 


2. Where most other funds guarantee annuity benefits for 


5 years, should a member die within 5 years of reaching retire- 
ment age, this fund guarantees that the annuity shall, unless 
otherwise requested, be payable for 10 years. 

A number of members of the Association deposited, at the 
Head Office, certain sums of money which they wished to 
form their initial contribution to the proposed fund _ that 
was to be set up by the Association. The Receiver of Revenue, 
in a letter dated 4 November 1960, has agreed that these 
contributions may be transferred on behalf of the member to 
any other approved retirement annuity fund and that the 
deduction allowed in accordance with Section 11 (2) (i) quat 
of the Income Tax Act 1941, as amended, will remain. In 
this case membership must date from 1 June 2 

Any members who wish for further information on. this 
matter should write to the Secretary, Medical Association of 
South Africa, P.O. Box 643, Cape Town. 


OFFICIAL ANNOUNCEMENT 


INSURANCE COMPANY MEDICAL AID 


The Federal Council of the Medical Association agreed that 
members would be informed before 30 November regarding 
negotiations which are taking place with the two insurance 
companies for the recognition of members who have an 
income below ‘a ceiling to be determined’. 

The actual figure which will constitute the ceiling has still 
to receive the approval of the Executive Committee of Federal 
Council, and the Constitutions of the two societies as they will 
be approved are receiving attention. As soon as these matters 
have reached finality the Honorary Secretaries of Branches 
will be informed and a further notice will appear in the 
Journal. 


In connection with the cheques which are paid to doctors 
by the South African Mutual Medical Aid Society, we have 
been informed that October accounts will be paid with these 
cheques and November accounts will not receive attention 
until the matter has been finalized, so that when they are 
paid it will be in a manner to which no exception can be 
taken. 


A. H. Tonkin 
Medical House Secretary 
35 Wale Street 
Cape Town 


15 November 1960 


NEW ZEALAND DEPARTMENT OF SCIENTIFIC AND INDUSTRIAL RESEARCH 


The New Zealand Department of Scientific and Industrial 
Research has recently established a number of senior research 
fellowships for independent research in any branch of science. 
The fellowships are designed to bring from overseas highly 
qualified scientists for periods ranging from 6 months to 2 
years. 

Applicants should have a Ph.D. degree or an equivalent 
qualification, although exceptions will be made where this is 


lacking but applicants have a distinguished record of scientific 
research. 

Emoluments will range from £1,400 to £1,800 per year with 
an additional £250 for married men. 

Applications should be addressed to: The Secretary. 
Department of Scientific and Industrial Research, P.O. Box 
8018, Wellington, New Zealand, and should reach him not 
later than | February 1961. 
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IN MEMORIAM 


enefits for WILLIAM FREDERICK SKAIFE, M.D. (Oxon), D.P.H. (RAND.) 


ling retire- 
all, unless | pr. J. A. van Heerden, of Cape Town, writes: 


About this time the War Office recalled 3rd-year medical 
The many friends and colleagues of Bill Skaife have learnt 


students and so he was demobilized and returned to 


‘ed, at the | with regret of his passing. ; Oxford. It was shortiy after he joined Barts, and while he 
wished to I can recall very clearly meeting him for the first time. I was a ‘dresser’ to Sir Holburt Waring that I met him. 
fund that | believe it was in the casualty department at St. Bartholomew's ye qualified B.M., B.Ch. (Oxon) and M.R.CS. and L.R.C.P. 
Revenue, | Hospital early in 1919. Our acquaintance ripened into a close early in 1921 when he returned and became a resident at 
that these friendship over the past 25 the Johannesburg General Hospital. 
ili was born in  Boshof, He was subsequently attached to the Primrose and Wit- 
>) (i) quat matriculated at St. Andrews’ Watersrand mines and found time to write a thesis for the 
emaia. th College, Bloemfontein, and sub- M.D. (Oxon) on Cerebrospinal meningitis among mine 
). sequently followed a _post- workers’ and to take the D.P.H. degree. 
n on this matric course at Rhodes Uni- In 1924 he returned to Oxford, where he married the girl 
ciation of versity. In 1911 he left for he had left behind 3 years before. 
Oxford and had the distinction In 1929 he was appointed Assistant Superintendent at the 
of being the first ‘Free-Stater’ 4 ddington Hospital, Durban. He became Superintendent of 
to be awarded a Rhodes Grey's Hospital, Pietermaritzburg, in 1936, of King Edward 
Scholarship. Vili Hospital in 1941 and then again the Addington Hospital 
He had a high regard for jy 1944. He wound up his service with the Natal Provincial 
the memory of Rhodes and I Administration as Medical Inspector of Hospitals in 1951. 
was able to sense this admira- NO ; 
Dr. Skaife tion when we visited the Bill Skaife was a charming and courteous man. He had 
Matopos together in May 1952. 4 natural faculty for making friends and my wife and I recall 
0 doctors He joined the University Cadet Regiment at Trinity College, ™&ny happy days spent with them in their delightful home 
We have | Oxford, in 1911, and found himself mobilized straight away in Pietermaritzburg. 
with these | while in camp in 1914. Mrs. Skaife will be in our thoughts during her short visit 
attention He elected to be drafted into the Royal Field Artillery and to England and we look forward to her return to her large 
they are | saw service in France until 1918. circle of friends. 
n can be 
|. Tonkin IN DIE VERBYGAAN : PASSING EVENTS 
cretary 
World Commission on Cerebral Palsy. Dr. Ben Epstein, of | Liverpool, and that of resident in cancer surgery to Drs. 
Pretoria, has recently been elected a Vice-Chairman of the George Pack, Hayes Martin, Alexander Brunschwig and 
World Commission on Cerebral Palsy, which functions under Norman Treves at the Memorial Center for Cancer and 


the sponsorship of the International Society for Rehabilitation 
of the Disabled and is composed of individual members 
‘ppointed for outstanding work in their field. Dr. Epstein is 


Allied Diseases in New York. Mr. Silberman has now com- 
menced practice as a specialist surgeon at 524 Lister Building, 
Jeppe Street. Johannesburg. Telephones: rooms 23-6311, resi- 


Chairman of the Board of Management of the Pretoria dence 43-0923, emergency 22-4191. (These numbers are noi 

Cerebral Palsy School and Vice-Chairman of the Cerebral listed in the current Telephone Directory.) 
me Palsy Division of the National Council for the Care of Dr. Reuben Silberman, M.B., B.Ch., F.R.C.S. (Edin.), 
scientific ] Cripples. F.R.C.S. (Eng.), het onlangs na Suid-Afrika teruggekeer na 
a 6$ jaar chirurgiese opleiding in Brittanje en die V.S.A. Onder 
) ‘ Mr. Reuben Silberman, M.B., B.Ch., F.R.C.S. (Edin.), F.R.C.S. die aanstellings wat hy gehad het, was dié van senior regi- 
secretary, (Eng.), has recently returned to South Africa after 64 years  strateur en tydelike lektor vir prof. Charles Wells in Liverpool, 
>0. Box of surgical training in Britain and the USA. Among the en van inwonende dokter vir kanker-chirurgie vir drs. George 
hien pot appointments which he has held have been that of senior Pack, Hayes Martin, Alexander Brunschwig en Norman 


registrar and temporary lecturer to Prof. Charles Wells in 


Treves in die Memorial Center for Cancer and Allied Diseases, 
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New York. Dr. Silberman het nou as spesialis-chirurg begin 
praktiseer te Lister-gebou 524, Jeppestraat, Johannesburg. Tele- 
fone: spreekkamer 23-6311, woning 43-0923, noodoproepe 
22-4191. (Hierdie nommers verskyn nie in die jongste Tele- 
foongids nie.) 

Hart-long Groep, Karl Bremer-hospitaal, Bellviile, Kaap. Van- 
weé die entoesiasme vir kardiopulmonale werk aan die Karl 
Bremer-hospitaal, het die reeds bestaande hart-long Groep 


26 November 1969 


gevoel dat die Hartvereniging se 2xtiwiteite die beste behartig 
kan word deur affiliasie as ’n suvseksie van die Suidelik-Afp. 
kaanse Hartvereniging en om aansoek te doen by die Inter. 
nasionale, Hartvereniging vir erkenning en lidmaatskap, 

Met hierdie doel is ’n vergadering belé vir 1 Desember 1969 
in die Groot-lesingsaal, Kliniese Gebou, Karl Bremer. 
hospitaal, om 8 nm. Die program is as volg: (1) Voorlegging 
van konsepkonstitusie vir bespreking. (2) Gevalbespreking. Nj 
die vergadering sal verversings bedien word. a 


NUWE PREPARATE EN TOESTELLE : NEW PREPARATIONS AND APPLIANCES 


PAMERGAN 


Maybaker (S.A.) (Pty.) Ltd. announce the introduction of 
Pamergan brand pre-anaesthetic solutions, and supply the 
following information: 

Available in 4 presentations, Pamergan solutions contain 
promethazine hydrochloride and pethidine hydrochloride with 
or without scopolamine hydrobromide, or atropine. Thus, the 
time-consuming task of mixing the contents of 2 ampoules 
extemporaneously and the local discomfort which may result 
from injecting a large volume are avoided. 

Pamergan is indicated for pre-anaesthetic medication, for 
obstetrical analgesia and amnesia, and for the relief of severe 
pain. No significant side-effects are likely to occur using the 
recommended dosage. 

Pamergan solutions contain: (a) Pamergan P.100 — pro- 
methazine hydrochloride 50 mg., and pethidine hydrochloride 
100 mg. (b) Pamergan SP.50— promethazine hydrochloride 
50 mg., pethidine hydrochloride 50 mg., and scopolamine 
hydrobromide 0-43 mg. (c) Pamergan SP.100 — promethazine 
hydrochloride 50 mg., pethidine hydrochloride 100 mg., and 
scopolamine hydrobromide 0-43 mg. (d) Pamergan AP.100/25 

-atropine sulphate BP 0-6 mg. (gr. 1/100), pethidine hydro- 
chloride BP 100 mg., and promethazine hydrochloride BP 25 
mg. 

With the exception of Pamergan AP.100/25 which is 
available in 1 ml. ampoules,, all are presented in 2 ml. 
ampoules. 

Further information may be obtained from Maybaker (S.A.) 
(Pty.) Ltd., P.O, Box 1130, Port Elizabeth. See also advertise- 
ment on p. Xiii. 


TINDAL 


Scherag (Pty.) Ltd. announce the introduction of Tindal 
(acetophenazine), and supply the following information: 
Tindal is a new anti-anxiety agent with mild sedative effects 
and an extremely low order of side-reactions. It is therefore 
particularly suited for use in office practice and hospital 
clinics for the control of anxiety, tension, agitation and hyper- 
excitability, especially when accompanied by insomnia. 
Tindal is indicated for patients presenting such common 
symptoms as anxiety, tension, hyper-excitement, fear, irritabili- 
ty, nervousness and apprehension, and associated insomnia. 
It is valuable in calming the patient, allaying his fears, and 
securing his cooperation until environmental, social or 
psychiatric solutions to his emotional problems can be solved. 
It is also of value as adjunctive therapy in patients whose 
anxiety is associated with organic conditions. Based on clinical 
experience to date, response to Tindal may be anticipated in 
the nervous, hypertensive patient in whom drug-induced 
tranquillization often effectively lowers blood pressure, and 


BOEKBESPREKINGS 


ESSAYS ON ANAESTHESIA 


Essays on the First Hundred Years of Anaesthesia. Vol. I. 
By W. Stanley Sykes, M.B.E., M.B., B.Chir. (Cantab.), D.A. 
Pp. 171. 39 plates. 30s. plus Is. 7d. postage abroad. 
Edinburgh: E. & S. Livingstone Ltd. 1960. 
In the years between 1930 and 1940 the name of W. Stanley 
Sykes was known to all admirers of detective fiction, but the 
war relegated this author to a German P.O.W. camp and his 
best-selling ‘whodunit’ to obscurity. Phoenix-like, Dr. Sykes 


in those manifesting nervousness induced as a result of post- 
myocardial infarction, chronic alcoholism, etc. 

As with other drugs, particularly those affecting human 
behaviour, the dosage of Tindal should be adjusted for each 
patient according to intensity and type of target symptoms, the 
condition being treated and the response obtained. Excessive 
sedation can be controlled either by decreasing the dosage 
or by the addition of a stimulant such as amphetamine. With 
continued medication, over-sedation often diminishes. For 
patients with anxiety or tension of psychosomatic or somatic 
origin, the total daily dosage ranges from as low as 40 mg. 
(1 20 mg.-tablet twice daily) to as high as 80 mg. daily. 
Generally, the most effective dosage is 20 mg. t.i.d. In those 
patients who have difficulty in sleeping, the last tablet should 
be taken 1 hour before retiring. 

Tindal is supplied in bottles of 20 and 100 20 mg.-tablets. 

Further information may be obtained from Scherag (Pty.) 
Ltd., P.O. Box 7539, Johannesburg. ; 


FESOFOR 


SKF Laboratories (Pty.) Ltd. announce the introduction of 
Fesofor Spansule capsules, and supply the following infor- 
mation: 

Each Fescfor Spansule capsule contains 150 mg. ferrous 
~ ae exsiccated, equivalent to 225 mg. ferrous sulphate, 


Fesofor Spansule capsules are indicated for all simple iron 
deficiencies and are particularly useful and effective in patients 
intolerant to ordinary oral iron. It is of special value in cases 
of anaemia associated with peptic ulcer where traditional 
iron therapy may irritate the ulcer. Extensive clinical trials 
with pregnant patients have shown that Fesofor Spansule 
capsules produce virtually no gastro-intestinal distress and 
are thus ideal in pregnancy. 

A single capsule daily provides a rapid rise in haemoglobin 
(up to 1% or more per day) and a satisfactory reticulocyte 
response. 

Each Fesofor Spansule capsule contains hundreds of minute 
pellets with special protective coatings. Before absorption the 
tiny pellets in each capsule are widely dispersed throughout 
the duodenum, jejunum, and remainder of the small intestine. 
This allows for gradual disintegration throughout a wide area, 
thus assuring minimum irritation. 

Dosage. Adults and children—1 Fesofor Spansule capsule 
daily; 1 capsule twice daily for severe iron-deficiency anaemia, 
or where more rapid haemoglobin regeneration is required. 

Fesofor Spansule capsules are supplied in containers of 30. 

Further information may be obtained from SKF Labora- 
tories (Pty.) Ltd., P.O. Box 38, Isando, Transvaal. See also 
advertisement on p. Xii. 


: BOOK REVIEWS 


has thrown off the sackcloth and ashes which are considered 
the traditional trappings of anaesthetists, ‘and has burst forth 
in a new guise. 

Everyone who reads and is entertained by these essays will 
thank the Muses that more is to follow, and will agree with 
the author’s observation that learning from our own mistakes 
is too slow a process, and that the value of history lies in the 
fact that by it we learn from the mistakes of others. 

Dr. Sykes set out originally to compile an encyclopaedia of 
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ail anaesthetic apparatus that had ever been offered to 
discerning purchasers. His researches fortunately diverted him, 
particularly into those early numbers of the Lancet published 
when it was edited by its founder Thomas Wakley, and this 
delightful collection is the result. 

The dilemma facing the medical attendants of Queen Victoria 
at the birth of Prince Leopold, Squire Waterton’s ride on a 
crocodile in search of curare, James Young Simpson’s statistical 
anticipation of the work of Pasteur and Lister, and the 
journalistic sparrings between Syme, of Edinburgh, and Snow, 
of London, are some of the jewels refurbished by Dr. Sykes. 
Perhaps the brightest gem is Dr. Edward Lawrie’s contention 
that cardiac arrest in chloroform anaesthesia is a protective 
reflex designed to prevent too much chloroform reaching the 
brain, and that if such patients are not subjected to meddle- 
some attempts at resuscitation their lives will be saved. 

The author's style and presentation make this an indeal 
bedside book for members of the profession, and most of 
them will be on tenterhooks for the publication of further 
volumes. 

MEDICAL IDEAS 


Centaur: Essays on the History of Medical Ideas. By Félix 
Marti-Ibanez, M.D. Pp. xvii + 716. $6.00. New Yerk: 
MD Publications Inc. 1959. 
Here is a collection of some 66 essays which range through 
the centuries and the world to make pleasurable and thought- 
provoking reading. 

The author is a well-known medical historian and he brings 
to his writings a wealth of knowledge, philosophy and 
humanity. There will be few who will not appreciate the 
quiet enjoyment which these essays will give. A.H.T. 


AN ASPECT OF THE PEST SITUATION 
Consequences of Disturbance: The Pest Situation Examined. 
By Alan Mozley, D.Sc., Ph.D., F.R.S.E. Pp. x + 61. 9s. net. 
London: H. K. Lewis & Co. Ltd. 1960. 

This small publication of just over 60 pages is a philosophical 
treatise on the effects of ‘disturbances’ by humans of virgin 
areas and the ecological change affecting plant and animal 
life that results. 

The author, who spent much of his life in the study of 
molluscs — both disease-transmitting and others— uses these 
pests as examples for making his points. Much repetition 
unfortunately occurs and many of the chapters tend to be 
disjointed and do not hang together in the manner expected 
of a treatise of this nature. The author could well have made 
his case in half the space he has taken. 

The book is well produced and the paper is of first-class 
quality. E.D 


S.A. TYDSKRIF VIR GENEESKUNDE 


1021 


HUMAN PROTOZOOLOGY AND HELMINTHOLOGY 


A Short Synopsis of Human Protozoology and Helmintho- 

logy. By L. R. S. MacFarlane, O.B.E., M.D., M.A., D.P.H., 

Brigadier. Pp. 251 +- vii. 61 figures. 35s. net + Is. ‘Sd. post- 

age abroad. Edinburgh and London: E. & S. Livingstone 

Ltd. 1960. 
This short text of some 250 pages contains only the bare 
essential details of the subject it purports to cover. As the 
author states, much of the material is a condensation from the 
larger work of Craig and Faust, supplemented by the author's 
own experience. Although the volume is short, a feature which 
often results in a rather dull style of presentation, there is a 
considerable amount of useful information. Designed primarily 
for students taking the Diploma of Tropical Medicine and 
Hygiene, the book should prove admirable for this purpose. 
However, the worker in tropical and subtropical regions who 
has to deal with problems concerned with any of the parasites 
discussed will require fuller information. 

References to more detailed sources of information and an 
expansion of the appendix to include techniques other than 
staining methods would be of assistance. K.C.W. 


TOOLS OF BIOLOGICAL RESEARCH 


Tools of Biological Research. Edited by H. J. B. Atkins, D.M., 

M.Ch. (Oxf.), F.R.C.S. (Eng.) (Hon.), F.A.C.S. Pp. xvi + 183. 

113 text-figures and plates (4 in colour). 37s. 6d. Oxford: 

Blackwell Scientific Publications Ltd. 1959. 

A collection of 10 papers which were presented at a symposium 
of researchers (mainly surgical) at Guy’s Hospital, London, this 
book familiarizes one in a general way with some of the more 
widely used tools of research provided by the latest developments 
in optics, electronics and radiochemistry. 

The following tools are discussed: Statistical experimentation; 
the use of flame photometry (other than for the simple estimation 
of sodium and potassium in body fluids); electromanometry 
to amplify and record rapidly changing pressures with accuracy; 
tissue transplantation; tissue culture, both cellular and organic; 
the electron microscope and its high resolution powers; the weigh- 
ing of cells with a microscope; the principles and applications of 
electrophoresis; image intensification in X-ray technology; mass 
spectrometry for automatic gas analysis. 

For the best results in research it is necessary to have some 
knowledge of all the tools available, and this book, illustrated 
with many diagrams and plates, introduces the researcher or the 
prospective researcher to the most widely applicable of these. 
Although the book is primarily concerned with the use of these 
tools in biological research, the reader can learn much about 
them in their application in other fields. C.N.B. 


BRIEWERUBRIEK : CORRESPONDENCE 


THE PROFESSIONAL PROVIDENT ¥''ND 


To the Editor: May I, through the courtesy of the Journal, 
soy point in connection with the Professional Provident 
un 

This Fund was inaugurated by the profession to ‘provide’ 
for members as the occasion arose. However, one group, and, 
In my opinion, the most needy group, is specifically excluded. 

I refer to the old dcctor, i.e. the man over 51, and the 
sick doctor. Unfortunately many of our colleagues, from sheer 
economic necessity, must carry on their arduous work even 
though they are over 51 and many are victims of stress 
diseases. To add to their burdens, there is the grim fact that 
iheir own provident fund has specifically excluded them. Yet, 
if they need medical attention, the profession will always rally 
to a man. No-one, however, considers the mental agony of 
such a man —his practice dwindles and his income drops — 
but all his expenses go on. 

I do realize, of course. from the actuarial angle, that such 
men are difficult to carry — but is this a professional ‘provi- 
dent’ fund or is it a commercial insurance company, only 
Interested in ever-increasing funds? 

_I know that this fund was never intended to be a commer- 
cial company. 


In order to avoid financial strain I, for one, would be happy 
to pay increased subscriptions and take lesser benefits if only 
I had the pleasure of knowing that any medical man irrespec- 
tive of age and irrespective of state of health, should be free 
to join this fund. 

I beg this Fund to consider my sincere plea; and I ask of 
them a reply in our Journal. 

Help-hand 

Johannesburg 
9 November 1960 

THE RECOVERY ROOM 


To the Editor: May I take this opportunity of congratulating 
Dr. Horrigan on his excellent article, ‘The recovery room’. 
It can safely be said that all anaesthetists clamour for the 
establishments envisaged in this paper. Nevertheless I must 
cross swords with Dr. Horrigan cn one of his statements. 
According to Dr. Horrigan’s figures 71% of all operations 
performed are of a minor nature requiring, presumably, only 
a ‘whiff’. From the anaesthetist’s point of view there are no 
minor operations, but only minor surgeons. An anaesthetic 


for a minor operation can be, on occasion, a most formidable 
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undertaking. Consider the instance of a junior houseman called 
upon to administer an anaesthetic for an incomplete abortion. 
The patient's systolic blood pressure may be only 60 mm.Hg. 
A minor operation indeed, but what of the anaesthetic? A 
great deal of pre- and postoperative resuscitation would be 
necessary, presuming, of course, that the patient was still 
extant in the postoperative period. 

And what of the minor operations of tonsillectomy and 
tooth extraction where the postoperative inhalation of bl 
presents a very real hazard? Little can be done by even an 
experienced nurse if this occurs on the trolley on the way 
back to the ward. 

Why the arbitrary figure of 5,000 operations per year? Is 
it not presumption to assume that in a hospital in which 2,000 
operations are performed per year less than 12 per week will 
require special postoperative attention? Perhaps it is this 
assumption that accounts for the unreasonably high morbidity 
and mortality rate at some of our smaller hospitals where 
there is, presumably, less skilled postoperative care than there 
is, for instance, at Groote Schuur Hospital. 

A small recovery room staffed by one trained nurse skilled 
in postoperative care, should not present an insurmountable 
problem. Let us anaesthetists insist on adequate postoperative 
care for all patients who have undergone an operation under 
general anaesthesia at no matter how small a_ hospital. 
Valuable lives, I am sure, will be saved. 

In conclusion may I appeal to all those who have the 
tremendous advantage of being associated with a teaching 
hospital to bear in mind that the bulk of the country’s 
medical work is done away from these advantages, and 
although the general standard is high, ‘t could be improved. 
We look to the teaching hospitals to help us to do this. 

John T. Russell 
205 Oasim 
Pearson Street 
Port Elizabeth 
11 November 1960 
1. Horrigan, P. (1960): S. Afr. Med. J., 34, 952 


LIVE ATTENUATED POLIOVACCINE 


To the Editor: 1 feel sure that we are all very appreciative of 
Prof. R. Turner's review’ of live attenuated poliovaccine which 
appeared in the Journal of 12 November 1960 and, with the 
campaign now being waged by the Union Health Department, 
it has not been published any too soon. Such a review pre- 
sented as an explanation for the motive behind the campaign 
is a very necessary one if it is wished by the public-health 
authorities to have the support and cooperation of physicians 
in this country. However, if the intention of the review is 
to give an absolute assurance of the safety of immunization 
with live vaccine, then I regret my inability to find that 
assurance. It is not that I wish to carp at unimportant points 
which arise in the text, but rather to point out those 
statements which should not be read as facts or which can 
be questioned. 


I do not believe that Professor Turner will deny that at 
the recent congress in Copenhagen there was no unanimous 
approval for the use of the live vaccine, although the ex- 
cellence of the work by the advocates of this method of 
immunization was met with general acclamation. There were 
eminent men present who pointed out the fact that problems 
remained which required solving before the use of the live 
vaccine should be encouraged without reservations, so Profes- 
sor Turner’s statement that ‘As natural immunity to paralytic 
poliomyelitis, which lasts throughout life, is normally acquired 
by subclinical infection with wild strains, there is every 
theoretical hope (my italics) that live poliovaccine will produce 
a relatively solid and lasting immunity’ does indeed express no 
more than a theoretical hope. 

Another statement by Professor Turner justifies comment. 
: . confidence was soon obtained in the safety of several 
live poliovaccines. This enabled the Expert Committee on 
Pcliomyelitis of the World Health Organization to advise in 
1957 that a stage of development in these vaccines had now 


been reached where large-scale studies on humans wer 
justified in those countries where suitable epidemiological 
conditions prevailed’. ‘Three different sets of carefully selected 
attenuated strains were then used for large-scale experiments 
...°. He then draws attention to the trials of the Koprowski 
Strains in the Belgian Congo, Poland, and Philadelphia, Usa 
but says *,but a detailed report of the efficacy and safety of 
live poliovirus as used in Poland is still awaited’. ‘Thus the 
evidence available concerning the Koprowski strains js tha 
they are safe and effective for use in live-virus vaccine by 
the results of the mass trials in Poland must be awaited before 
a final opinion is given. Perhaps these strains will prove as 
safe as, and possibly more effective than, the Sabin strains. 
These quotations from Professor Turner’s text are not exactly 
assurances. But here I should like to refer to statements 
made by the Secretary* of the Expert Committee on Polio. 
myelitis of the World Health Organization in December 1958 
Firstly, ‘So far the WHO has not given direct support to any 
trial of live poliovirus vaccine and, contrary to some reports, 
the “test” in the Belgian Congo was not supported by WHO’. 
Secondly, “The Director-General made the present position of 
WHO clear in a statement to the Eleventh World Health 
Assembly in May 1958 in which he said that WHO was 
not satisfied with the evidence for the stability of the 
available strains and did not support large-scale trials of this 
vaccine in the present time’. 

In his discussion of the Cox strains Professor Turner said 
‘Thus in the Latin American countries the Cox type of vaccine 
appears to have been effective, though there is little informa- 
tion about its safety’. And later, ‘The problem of safety can 
only be solved by extensive epidemiological investigations 
which include elaborate laboratory studies. An answer to these 
important questions must, therefore, be postponed until such 
investigations have been completed and reported in detail’. 

Despite the foregoing comments I find Professor Turner's 
discussion of the Sabin strains very satisfactory in its details 
as far as they go and the argument he derives from it for the 
use of the Sabin strains of vaccine is sound. He is also very 
fair in his report on the good results obtained in Denmark 
by use of the inactivated vaccine. And yet. I find his last 
sentence rather disturbing. Who will be held responsible should 
a generation of children grow up without an immunity and 
the polioviruses return? To prevent such a possible tragedy. 
should the Sabin live vaccine eventually meet with the universal 
approval at the present time accorded the Salk inactivated 
virus, it appears that compulsory oral vaccination with the 
live vaccine will have to be strictly enforced in early childhood. 

Theodore James 
16 Spring Gardens 
Pinelands, Cape 
14 November 1960 
1. Turner, R. (1960): S. Afr. Med. J., 34, 961 
2. Payne, A. M.-M. (1958): Brit. Med. J., 2, 1472 


ADMINISTRATION OF POLIOVACCINE 


Dr. E. D. Cooper, Medical Officer of Health. City of Cape 
Town, has addressed the following letter to his colleagues in 
general practice — it is reproduced for the information of our 
readers : 

‘May I take this opportunity of thanking you for the 
encouragement given to your private patients and their families 
to attend the sessions conducted by my Department in con- 
nection with the recent administration of Sabin’s oral attenuated 
poliomyelitis vaccine. 

‘As you are fully aware. this issue of vaccine is only effec- 
tive in protecting against Type I poliomyelitis. As poliomyelitis 
cases from which Type II and Type III virus have been 
recovered are at present being admitted to the City Infectious 
Diseases Hospital, it becomes very necessary that the popula- 
tion at large— but in particular the pre-school child, the 
school child and the expectant mother — continue to receive 
the Salk vaccine by injection. 

‘Your further assistance in persuading your patients of the 
necessity of having these injections at the present juncture 
will be most appreciated.’ 
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